Subcoracoid suture and/or graft passage is a technically diffi cult aspect of acromioclavicular joint reconstruction with free soft tissue grafts. The Suture Lasso can be used for subcoracoid passage in a simple, safe, and easily reproducible fashion. S urgical treatment of severe acromioclavicular separation continues to evolve. Surgical reconstruction is recommended for type IV and V injuries and symptomatic type III injuries that fail nonoperative treatment. 1 Many surgical techniques have been developed, including primary ligament repair, modifi ed Weaver-Dunn reconstruction, and free soft tissue transfer passed either through or around the coracoid process.
Acromioclavicular reconstruction using free soft tissue grafts passed around the coracoid process provides a biomechanically more stable construct than modifi ed Weaver-Dunn reconstruction.
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The most technically diffi cult aspect of this procedure is passage of suture and/or graft material underneath the coracoid process due to limited exposure, adjacent neurovascular structures, the width of the conjoined tendon, and the thickness of the fascia adjacent to the coracoid process. Subcoracoid passage may be performed using suture needles, right-angle hemostats, or the Hewson suture passer (Smith & Nephew Endoscopy, Andover, Massachusetts), which are all diffi cult to pass around the coracoid in a safe and effi cient manner. The 45Њ Suture Lasso (Arthrex, Naples, Florida) is readily available, has the appropriate curvature, and has a sharp end that can pierce the soft tissue adjacent to the coracoid process. The Suture Lasso can be used to pass sutures and/ or soft tissue grafts in a safe, simple, and effi cient manner.
MATERIALS AND METHODS
Six consecutive patients with chronic type V acromioclavicular separation underwent acromioclavicular joint reconstruction with semitendinosus allograft using the Suture Lasso for subcoracoid graft passage. Mean patient age was 41 years (range, 23-58 years). There were 4 men and 2 women. All patients were followed for a minimum of 6 months. Postoperative radiographs were obtained at 2 weeks postoperatively.
SURGICAL TECHNIQUE
The patient is positioned in the beach-chair position with the affected arm draped free. An approximately 5-cm incision is made in line with Langer's line over the acromioclavicular joint. The deltotrapezial fascia is elevated off the anterior and posterior aspects of the distal clavicle and acromion process. The coracoacromial ligament is palpated on the undersurface of the anterior acromion and is sharply elevated from the acromial insertion. The coracoacromial ligament is freed to the level of the coracoid process.
The distal 1 cm of the clavicle is excised with an oscillating saw and the intramedullary canal of the distal clavicle is prepared with a high-speed burr for coracoacromial ligament transfer and transosseous free ligament passage. The coracoid process is palpated, and a 45Њ Suture Lasso is passed from medial to lateral, immediately adjacent and below the coracoid and posterior to the insertion of the conjoined tendon (Figure 1) . Care is taken to pass the Suture Lasso along the The Nitinol wire is advanced through the Suture Lasso and retrieved on the lateral aspect of the coracoid process (Figure 2 ). The Nitinol wire is then used to shuttle the semitendinosus graft under the coracoid process ( Figure 3) .
The graft is passed in this fashion around the undersurface of the coracoid process and then through 2 drill holes in the distal clavicle. The graft is tied over the top of the distal clavicle (Figure 4) . Additional nonabsorbable suture is placed in the knot portion of the graft to further secure the knot. The acromial end of the coracoacromial ligament is transferred to the distal clavicle and tied over drill holes in the distal clavicle. The deltotrapezial fascia is repaired with braided absorbable suture. After wound closure, the shoulder is placed in a 15Њ external rotation abduction sling to reduce tension on the repair.
RESULTS
At a minimum 6-month follow-up, all patients reported excellent pain relief. No patients had recurrent clinical deformity. There were no complications or neurovascular injuries (Figures 5, 6 ).
DISCUSSION
Surgical treatment is indicated for acute or chronic type IV and V acromioclavicular joint separation as well as chronic type III injuries that fail nonoperative treatment. Nonoperative treatment is recommended for acute type I and II injuries and most type III injuries. Acromioclavicular reconstruction using free soft tissue grafts provides a more stable construct and results in better clinical outcomes than primary repair or modifi ed Weaver-Dunn reconstruction. Autogenous or allograft gracilis or semitendinosus tendons are the most commonly used free soft tissue grafts used in this circumstance. The grafts may be passed around the undersurface of the coracoid process or through drill holes in the coracoid. Graft passage underneath the coracoid is a challenging aspect of this reconstruction and may cause neurovascular injury, muscular damage, and increased operative time.
This technique simplifi es the most technically diffi cult aspect of acromioclavicular joint reconstruction. Subcoracoid passage using the Suture Lasso avoids extensive dissection and safely avoids neurovascular structures. Care should be taken to pass the instrument immediately below the bony surface of the coracoid to avoid trapping neurovascular or muscular tissue between the graft and the coracoid. The graft should be passed at the base of the coracoid process behind and not through the conjoined tendon to avoid graft pullout through the soft tissue at the level of the coracoid. Using the Suture Lasso for subcoracoid passage reduces operating room time and decreases patient morbidity. 
